Neonatal intensive care unit (NICU) nurses experience increased risk for depression, secondary traumatic stress, and burnout. This study examined whether the use of problem-solving or support-seeking strategies moderated the relationship between secondary traumatic stress levels, depressive symptomology, and burnout in NICU nurses. Multiple linear regression and a hierarchical stepwise technique were used to conduct moderation analyses. Results indicated that support-seeking coping skills significantly moderated the relationship between secondary traumatic stress symptoms and burnout symptoms. Coping did not moderate the relationship between depression and burnout. These findings can be used to inform the development of programs that could promote the well-being and coping of nurses experiencing mental health difficulties or burnout and foster a healthy work environment for all NICU nurses so that they can provide the best possible intervention to vulnerable infants. Future research should aim to identify interventions that promote coping in NICU nurses.
T he neonatal intensive care unit (NICU) environment is unique in that the patient population consists of critically ill neonates with complex health concerns. 1 Babies are admitted to the NICU for a variety of reasons including premature birth or being born with a medical condition that requires immediate intervention. 2 Every year, approximately half a million babies in the United States are admitted to the NICU. 3 The highly technical and medically focused NICU is vital in giving babies the best possible chance at life, and a growing body of research has demonstrated that the lives of babies and families are shaped by their experience in the NICU environment. 2 However, the NICU can also be a highly overwhelming environment for both parents and healthcare practitioners. 1, 4 For example, previous research has revealed ways in which time spent in the NICU is uniquely stressful, including the physical environment, the baby's physical appearance or behavior, staff-parent interactions, and alterations in the parental role. 2 Nurses are on the front line of providing care and managing the NICU environment and have a unique role in protecting preterm infants to support optimal developmental outcomes. 4 Therefore, it is important to better understand risk (ie, traumatic stress, depressive symptoms) and protective (ie, proactive coping) factors experienced by NICU nurses in the context of their job working with critically ill infants and their families.
patient. 6 Nurses are particularly prone to the experience of secondary traumatic stress because of exposure to their patient's accounts of traumatic events and the experience of reliving terror, grief, and yearning through their empathic engagement with their patients. 5 Nurses have reported emotional numbing, nightmares, headaches, irritability, distancing, and spiritual and moral suffering as a result of trauma faced at work. 7, 8 In addition to physical and mental health concerns, secondary traumatic stress is associated with the development of a negative work outlook and decreased levels of patient care. 8 Thus, secondary traumatic stress may exert negative effects on both nurses and their patients.
Although all nurses are at risk for experiencing secondary traumatic stress, previous research has found that nurses working in pediatric and neonatal critical care are at particular risk due to the moral distress associated with working with vulnerable children and their families. 9, 10 Furthermore, research has shown that NICU nurses assigned to the primary care of a newborn develop a relationship with the infant and the family which may contribute to traumatic stress and grief if the infant dies. 11 Unfortunately, despite being recognized as an environment high in moral distress and exposure to end-of-life events, little to no research has investigated the levels of secondary traumatic stress experienced by nurses working in the NICU or interventions that may mitigate the effects of such stress.
DEPRESSION
Job stress among hospital staff may adversely affect their physical or mental health, causing depressive symptoms and other health-related problems. 12 Gentry and colleagues 13 found that intensive care unit (ICU) nurses reported more depression, hostility, and anxiety and were seen as more irritable and verbally aggressive than non-ICU nurses. Previous research has also revealed that nurses working across hospital settings are at risk for developing depression as a result of stressors experienced in their job. 14, 15 This is particularly concerning because depressive symptoms affect people both at home and at work. For example, nurses experiencing depression are nearly twice as likely to experience severe job strain, which is associated with heightened stress levels, injury rates, poor job performance, and chronic physical and mental conditions. 16 Furthermore, depression is associated with high rates of absenteeism and work performance deficits that result in a multibillion-dollar annual productivity cost in the United States. 17 Despite having a major impact on workplace performance and patient care, there has been a relative absence of research investigating depression in nurses in general or specifically in NICU nurses. 16, 18 However, NICU nurses may be at an increased risk for developing depressive symptoms because of the unique patient population they work with, stressful interactions with the parents of their patients, and vital role in protecting preterm infants compared with nurses working in other settings.
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BURNOUT
Burnout is defined as a work-related mental health impairment usually resulting from chronic stress. 19, 20 High levels of burnout have implications for the well-being of professionals, the availability and retention of staff, and the maintenance of quality work environments in health services. 21 Frequent encounters with ethical and end-of-life issues are among some of the most stressful experiences for healthcare professionals and can result in burnout symptoms. 22, 23 Because of the fact that NICU nurses often encounter these issues in their daily work, they may be particularly prone to burnout.
The experience of secondary traumatic stress, depressive symptoms, and burnout often overlaps in nurses. 24 For example, symptoms of secondary traumatic stress and burnout syndrome are associated with a more negative outlook on the work environment, which may contribute to the development of depressive symptoms. 8 Glass and colleagues 14 also found that depression accounted for a substantial proportion of the variance in burnout, which they hypothesized was induced by feelings of uncontrollability. In addition, increased levels of symptoms of depression and secondary traumatic stress have also been found to be correlated with increased levels of burnout syndrome in previous studies with nurses. 14, 24 While these factors and their relationship to burnout syndrome have been studied in critical care nurses in general, limited research has investigated how these factors specifically relate to the functioning of NICU nurses. However, given the demands placed on NICU nurses, they likely are at high risk of developing burnout symptoms, 25 making this an important topic to examine.
PROACTIVE COPING
Although it has been well established that nurses in general, and critical care nurses in particular, are at risk of experiencing secondary traumatic stress, depression, and burnout, 13, 15, [24] [25] [26] limited research has focused on interventions that reduce the risk of nurses developing these symptoms. 19, 27 However, the use of proactive coping mechanisms has been found to be associated with improved functioning in nurses experiencing burnout. 28 Specifically, problem solving and support seeking are types of proactive coping strategies that have been found to be associated with greater job satisfaction in nurses. 29 The use of problem-solving coping skills may serve as a protective factor for nurses at risk for burnout. Problem-solving coping strategies include both actionoriented behaviors and cognitive decision making, as well as coping strategies that focus on adjusting one's view of a stressful event. 29 For example, using relaxation techniques or focusing on the positive aspects of a stressful situation to decrease the negative effects of occupational stress is considered a problem-solving coping technique. 29 Utilizing problem-solving coping strategies has been shown to be an effective method of lowering both depressive and burnout symptoms in nurses. 18, 30 Specifically, researchers have found that nurses who reported higher levels of spiritual well-being, hope, and resilience were protected against burnout. 31 Nurses who had a problem-solving coping style also experienced less emotional exhaustion, less depersonalization, and more personal accomplishments. 30 In addition, previous research has found that nurses who use more problemsolving techniques report a higher sense of personal accomplishment, 32 greater job satisfaction, 28 and lower levels of job strain. 33 Support-seeking coping consists of problem-focused and emotion-focused support-seeking strategies. 29 For example, individuals may reach out to family, friends, or colleagues to obtain emotional support or advice. The use of support-seeking strategies has been shown to decrease symptoms of traumatic stress in healthcare workers. For example, one study found that the use of social support-coping strategies was associated with reduced secondary traumatic stress levels several weeks after a traumatic event took place. 34 Furthermore, healthcare workers who utilize support-seeking coping strategies demonstrate more psychological growth and positive changes in schemas about the self and the world after experiencing trauma at work. 34 Because of the fact that the experience of secondary traumatic stress and burnout often happens simultaneously in nurses, addressing secondary traumatic stress through increased utilization of social support may lower the levels of burnout in nurses who have experienced work-related trauma. 24, 34 Although some research has found that nurses who utilize proactive coping strategies report lower levels of burnout, 30 to the best of our knowledge, no research has examined the use of proactive coping strategies in NICU nurses. However, NICU nurses may be at an increased risk for developing high levels of depression, secondary traumatic stress, and burnout, given the demanding nature of the patient population and critical care environment in which they work. 14, 15, 24 Therefore, it is important to examine the influence of proactive coping styles on secondary traumatic stress, depression, and burnout in NICU nurses to inform future research and potential interventions. The current study examined 2 models to explore whether problem-solving or support-seeking coping moderated the relationship between secondary traumatic stress levels and burnout as well as between depressive symptomology and burnout in NICU nurses. It was hypothesized that higher levels of both secondary traumatic stress and depressive symptomatology would be associated with higher levels of burnout; however, the moderator models explored whether these relationships would depend on the level of coping skills used by NICU nurses.
METHODS
Participants
Nurses were recruited from the Loma Linda University Children's Hospital (LLUCH) NICU, which employs more than 350 nurses. To be eligible for this study, the participant had to be a registered nurse who worked at least 1 shift per month in the LLUCH NICU. Measures were available only in English; therefore, participants were required to be able to read and write in English. A power analysis using G Power software determined that at least 29 participants were needed to detect a medium-sized effect (0.30) at an 80% significance level when examining a moderation model using a multiple linear regression equation. In total, 62 participants had complete data and were included in analyses; therefore, the study had acceptable statistical power.
Procedure
Nurses received a recruitment e-mail through their work e-mail address inviting them to participate in the study. Nurses who provided electronic informed consent completed the measures using the Qualtrics software program. Measures took 15 to 20 minutes to complete. Nurses were able to access the survey for a 4-week period. Individuals who completed all measures were provided with a $5 electronic gift card to either Amazon.com or Starbucks.
Measures
The Professional Quality of Life Scale
Compassion Fatigue and Compassion Satisfaction. The Compassion Fatigue subscale is further broken into 2 components. The first, Burnout, includes factors such as exhaustion, frustration, and anger. The second, Secondary Traumatic Stress, assesses symptoms of vicarious trauma including sleep difficulties, intrusive thoughts, and avoidance behaviors. Previous research has found that each subscale measures separate constructs; however, there is 34% shared variance between the Burnout and Secondary Traumatic stress subscales, which likely reflects types of distress common to both conditions. 35 The Professional Quality of Life Scale had adequate reliability in the current study (see Table 1 ).
The Center for Epidemiological Studies Depression Scale
The Center for Epidemiological Studies Depression Scale was administered to assess depressive symptoms. The Center for Epidemiological Studies Depression Scale contains 20 items that assess mood, feelings of guilt and worthlessness, feelings of helplessness and hopelessness, psychomotor retardation, loss of appetite, and sleep disturbance. 36 A score of 16 or greater is considered to indicate a clinical level of depressive symptomology. 37 The Center for Epidemiological Studies Depression Scale demonstrated strong reliability in the current study (see Table 1 ).
The Brief COPE
The Brief COPE was administered to assess the use of coping skills. The Brief COPE is a condensed version of the 60-item COPE Inventory and includes 28 items measuring 14 coping reactions. 38 The Brief COPE yields 3 subscales: Problem-Solving coping strategies, Avoidance coping strategies, and Support-Seeking coping. 38 Each subscale demonstrated acceptable reliability when used in the current study (see Table 1 ). 
Statistical analysis
Prior to analyses, Pearson and bivariate correlations were computed between the demographic variables (age, years of nursing experience, marital status, race, religious attendance per month) and the independent and dependent variables to identify possible covariates. Given that only 1 male responded to the survey, gender was not included in analyses. There were no significant correlations between any of the demographic and independent or dependent variables. Therefore, no demographic variables were included in the regression equations. Results of all correlation analyses are available by contacting the first author. Hierarchical multiple regression was used for the moderator analyses, using the guidelines of Baron and Kenny 39 and the statistical software IBM SPSS Statistics 22. The variables were entered in a stepwise procedure (independent variable, moderator variable, interaction term). Significant interactions were probed using the guidelines of Holmbeck 40 to describe the moderator effect.
RESULTS
Sixty-seven individuals began the survey and 62 completed all measures; thus, the final sample size was 62. Participants were given the option "prefer not to respond" for all items; thus, some had missing data. Multiple imputation was used to address missing data using SPSS's Multiple Imputation technique with 5 imputations. 41 The Pooled imputation was used for all results. Table 2 provides a list of relevant demographic information. The majority of participants identified as white (64.5%), female (98.4%), and married (59%), with a mean age of 41.65 (SD = 13.05) years. Participants reported a mean of 15.32 (SD = 13.39) years of nursing experience. Approximately 85% were staff nurses and the majority had a BSN degree (66.1%).
In terms of clinical symptomatology, the majority of respondents reported nonclinically elevated levels of depression, secondary traumatic stress, and burnout (see Table 1 ). Only 22% of participants reported depressive symptomatology in the clinically elevated range (ie, a total score of 16 or greater). In addition, 100% of participants reported secondary traumatic stress and burnout symptoms in the low range (ie, a score of 43 or below). The mean utilization of problem-solving coping strategies indicated that the average rating fell between "I've been doing this a little bit" and "I've been doing this a medium amount." The mean support-seeking score indicated an average rating of "I've been doing this a lot."
Copyright © 2018 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited. Secondary traumatic stress and support seeking To test hypothesis 1, a hierarchical multiple regression analysis was conducted. Analyses revealed a significant main effect of secondary traumatic stress as well as a significant interaction between secondary traumatic stress and support-seeking coping skills; therefore, hypothesis 1 was supported (see Figure 1) . The overall R 2 of the model was 0.32, indicating that the complete model accounted for 32% of the variance (see Table 3 ).
Given the significant interaction term, post hoc analyses were conducted to determine the nature of the interaction following the recommendations by Holmbeck. 40 Simple slope tests revealed that the amount of secondary traumatic stress reported was significantly associated with burnout symptoms for those with both low and high levels of support seeking (see Table 3 ). However, the effect was larger in the highsupport condition, suggesting that those who reported higher levels of support-seeking coping skills also reported higher levels of stress.
Depression and problem solving
To test hypothesis 2, a hierarchical multiple regression analysis was conducted. The analysis revealed a significant main effect of depressive symptoms, indicating that individuals who reported higher levels of depressive symptoms reported higher levels of burnout. The main effect of problem-solving coping strategies and the interaction term were both not significant. Therefore, hypothesis 2 was not supported (see Figure 2) . The overall R 2 of the model was 0.33, indicating that the complete model accounted for 33% of the variance (see Table 3 ). significant). Regarding secondary traumatic stress, there was a positive association between secondary traumatic stress and burnout; nurses who reported higher levels of secondary traumatic stress also reported higher levels of burnout. In addition, support seeking significantly moderated the relationship between secondary traumatic stress and burnout. However, post hoc analyses indicated that the effect was larger for NICU nurses engaging in high levels of support-seeking coping skills. In other words, nurses who reported using more supportseeking coping skills reported higher levels of secondary traumatic stress and burnout than nurses who reported lower levels of support-seeking coping. This finding was contrary to our hypothesis that higher levels of support seeking would be associated with lower levels of burnout for nurses who experienced secondary traumatic stress in their job. The unexpected finding regarding the moderating effect of social support may be explained by the relationship between perceived and received support. Some researchers have argued that perceived support and received support are separate constructs that may be associated with different psychosocial and health outcomes. 42 Received support is defined as the quantity of supportive behaviors received by an individual 43 while perceived support is defined as a combination of an individuals' satisfaction with support and the availability of support. 44 Perceived support has been found to be consistently associated with positive health outcomes in previous research. 45, 46 One reason for this may be that having the perception of support may influence overall adjustment to events by activating more adaptive appraisal patterns, such as interpreting stressors as more controllable. 42 On the contrary, previous research has found an inconsistent relationship between received support and health, with some studies finding nonsignificant results and others finding negative associations, such as those found in the current study. 47 The current study did not differentiate between perceived and received support, and it is likely that both concepts were included in the measure used in this study. It may be more important for NICU hospital staff to create an environment that offers social support to all NICU nurses from the start of their employment in order to increase the perception of support among the nursing staff rather than waiting to offer support until nurses begin experiencing symptoms of depression, secondary traumatic stress, or burnout.
The counterintuitive finding for social support in this study may also be related to shared environmental factors in the NICU. Some have hypothesized that people interacting with someone undergoing a stressful event may feel anxious about these interactions and provide unhelpful support because they do not want to say anything that would upset the individual. 42, 48 Therefore, if NICU nurses experiencing distress sought social support at work, their coworkers may have experienced stress and provided unhelpful forms of support. This cycle may ultimately result in higher levels of secondary traumatic stress and burnout symptoms in NICU nurses who engage in higher levels of support seeking at work. Future research should examine the experiences of nurses who have been asked to offer support to their colleagues, specifically feelings of anxiety associated with offering support to colleagues and the possible impact of anxiety on the type of support they offer. Furthermore, it would likely be beneficial for hospital leadership to make outside resources available for NICU nurses, such as referrals to NICU nursing support groups, relaxation training, or an individual therapist, to help nurses identify more proactive coping mechanisms and to ensure that nurses receive support that is not unintentionally altered by the stressful experiences of their coworkers.
Finally, the positive association between traumatic stress, burnout, and social support may be indicative of attempts to cope with traumatic stress and burnout. 42, 48 In other words, individuals experiencing higher levels of traumatic stress and burnout may reach out to others for support more frequently than those experiencing lower levels of stress and burnout. Given that this was a cross-sectional study, the timing of symptoms and coping cannot be inferred. Longitudinal research is needed to better understand the relationship between social support, traumatic stress, and coping, as well as the timing of coping behavior and symptomatology.
Although problem-solving coping did not moderate the relationship between depressive symptoms and burnout, analyses revealed a significant main effect for depression, suggesting that nurses with higher levels of depressive symptoms also reported higher levels of burnout symptoms. This finding is consistent with previous research that has linked increased depressive symptoms in nurses with an increased likelihood of developing burnout symptoms. 14, 24 Furthermore, given that only 22% of nurses in our study reported clinically elevated levels of depressive symptoms, these results demonstrate that even subclinical levels of depressive symptoms are associated with higher levels of burnout. Therefore, it is important to address depressive symptoms in NICU nurses early in order to prevent the further development of clinical depressive symptoms as well as increased levels of burnout symptoms. For example, NICUs may develop programs that aim to inform nurses and other staff members about ways to identify early signs of depressive and burnout symptoms and provide resources to those experiencing depressive or burnout symptoms, such as self-care techniques or therapy referrals.
Previous research has found that problem-solving coping is associated with a reduction in both depressive and burnout symptoms in nurses. 30 However, our study did not find a moderator effect for problem-solving coping. One possible reason for this unexpected finding could be due to the nature of the work done by NICU nurses. Neonatal intensive care unit nurses are in a key position to share information with families and are often the first members of the treatment team to communicate with parents. 49 However, interactions with parents experiencing distress may be a stressful task that increases depressive symptoms. 4 For example, mothers of infants in the NICU often struggle with their inability to comfort their child, which has been shown to increase not only the stress of the mother but also the frequency of stressful and negative interactions between NICU staff and parents. 49 Previous research has found that nurses who attributed their stressors to external, temporary, and fixable causes were more likely to use problem-solving coping skills. 29 However, stressful interactions with parents may be viewed as less fixable or within the control of NICU nurses; for example, nurses may view parent characteristics as being more stable and less amendable to their efforts to intervene or support the parent. Therefore, problem-solving coping strategies may be less useful for NICU nurses who experience depressive symptoms and burnout as a result of stressors that do not have an apparent solution, such as stressful interactions with parents experiencing distress. Future research should aim to better understand how NICU nurses view their ability to support parents, especially those experiencing significant distress or other psychosocial concerns. In addition, intervention research should aim to explore the benefit of utilizing action-oriented coping tools and self-care techniques that nurses may practice at work and home, such as taking a walk, drinking a cup of tea, engaging in brief meditation, or keeping a gratitude journal.
Finally, the discrepancy between our results and previous studies may be explained by the distribution of depressive and burnout symptoms reported by participants in the study. Only 22% of nurses reported clinically elevated levels of depressive symptoms and 100% of nurses reported low levels of burnout symptoms. Therefore, it is possible that there was not enough variance to detect a significant moderating effect for problem-solving coping skills. Future research should aim to recruit a larger sample of NICU nurses with more varied symptomology to better understand the coping strategies of nurses experiencing various degrees of stress, depression, and burnout.
While the current study represents an important first step in identifying the association between symptoms of traumatic stress, depression, and burnout in NICU nurses, additional research should focus on interventions that may ameliorate the effects of these variables on NICU nurses. Researchers examining a range of professions, including nurses across hospital settings, have identified 3 main types of interventions aimed at reducing levels of burnout: person-directed, organizationdirected, and combined (person-and organizationdirected). 19, 20 Person-directed interventions aim to teach staff members coping skills they can use to decrease the effects of stressors on their well-being. On the contrary, organization-directed interventions focus on altering the work environment to address environmental stressors. Finally, combined interventions aim to teach staff members personal skills as well as include tasks that alter the work environment. 19, 20 Although several interventions have shown promising effects, the longest-lasting effects have been found for combined interventions that include refresher courses. However, no interventions have been shown to have effects that last longer than 1 year and there have not yet been any interventions tailored specifically to NICU nurses. 19 Mindfulness-based interventions have also received much attention in targeting burnout in nurses. Mindfulness has been described as nonjudgmentally paying attention to the present moment. 50 Mindfulness may reduce symptoms of burnout by teaching participants to develop a more accepting view of themselves and their experiences. 50 In addition, the ability to be present in an ongoing experience, whether by listening empathically to a patient's family or being able to recognize difficult emotions, is one of the core tenants of mindfulnessbased interventions and may be crucial for nurses' well-being as well as for providing effective care. 50 Mindfulness-based interventions have been linked to decreased levels of stress, anxiety, and burnout in healthcare workers. 50 For instance, a mindfulness-based intervention to target nursing burnout was effective in improving relaxation, self-care, and work and family relationships. 51 Similarly, a mindfulness-based intervention focused on stress reduction significantly reduced symptoms of anxiety in physicians. 52 Therefore, future research exploring the effects of mindfulness-based interventions on nurse coping would be beneficial to explore how these interventions may support NICU nurses.
Finally, resilience, professional and patient engagement, ethics committees, and debriefing sessions have been identified as additional factors associated with decreased instances of burnout in ICU nurses and might be beneficial to incorporate into future interventions. 23, 26, 31 Resilience is a multidimensional trait that includes the ability to engage the support of others, optimism, and striving toward personal goals, and has been found to be associated with decreased prevalence of PTSD, burnout, and symptoms of anxiety and depression in ICU nurses who have experienced trauma. 26 Therefore, strategies to promote resilience in ICU work environments, such as educational programs that teach strategies to increase personal resilience, may be a possible intervention used to reduce burnout among NICU nurses. 26 The development of an intervention that emphasizes professional and patient engagement may also be an integral part of nursing practice to combat the development of burnout in nurses. 21 Nursing interventions that teach nurses to support parents during their first visits to the NICU and, as a result, reduce both nurse and parent stress may be a possible first step in the development of burnout interventions specifically aimed for NICU nurses. 29 Furthermore, when asked what resources nurses would use to cope with distressing circumstances, the 2 most frequently selected were ethics committees and debriefing sessions. 53 Ethics rounds, discussion groups, and debriefing sessions may provide an opportunity to recognize and collaboratively contribute to discussions about experiences within the unit and increase social support among nurses. 53 Therefore, it may be beneficial for hospital leaders and NICU nurse managers to include weekly or biweekly ethics rounds, discussion groups, and debriefing sessions for NICU nurses in order to increase collaboration among NICU staff and decrease the prevalence of burnout among NICU nurses.
Strengths
The current study had a number of strengths. First, participants were sampled from a large NICU and therefore Copyright © 2018 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
the current study obtained a sufficient sample size for adequate statistical power. Furthermore, the measures that were selected for the current study were psychometrically sound, with all subscale αs falling above .70. The current study also strengthens the literature regarding NICU nurse mental health and well-being by not only examining levels of secondary traumatic stress, depressive, and burnout symptoms in NICU nurses but also evaluating the possible benefits of specific coping strategies. This information is beneficial because it can be used to inform the development of programs that could promote the well-being and coping of nurses experiencing mental health difficulties or burnout.
Limitations
Although this study had many strengths, it also had some limitations. First, although efforts were made to engage all nurses in this large NICU, the response rate was only 17%. Therefore, the results may not be generalizable to all nurses working in the LLUCH NICU or to the broader population of NICU nurses across the country. Second, the models accounted for only 30% to 35% of the variance, indicating that there are additional variables that contribute to burnout symptoms in NICU nurses. Third, the majority of the participants did not report clinically elevated levels of secondary traumatic stress, depressive, and burnout symptoms. Although nurses were assured that their responses would be kept confidential, it is possible that they did not feel comfortable providing truthful responses, given that they received the study invitation through their work e-mail. In addition, burnout is often characterized by increased stress, lower productivity, and fatigue. 21, 54 Therefore, it is possible that those nurses experiencing clinically elevated symptoms were too burned out to expend the energy needed to participate in the study. Finally, the nurses were required to find time in their schedule to complete the measures. Additional efforts to provide protected time and space to complete measures (eg, an additional break during a shift) may have resulted in a higher response rate and yielded a more diverse sample that varied in their symptomatology.
CONCLUSIONS
To the best of our knowledge, this is the first study conducted to examine the moderating effect of coping on the relationship between symptoms of secondary traumatic stress, depression, and burnout in NICU nurses. Although this study was an important first step, additional research is needed to better understand how to promote coping and reduce burnout in this at-risk population of nurses. Future research should aim to identify both risk and protective factors that could be targets of preventive interventions that aim to reduce burnout and improve mental health in nurses who experience high levels of stress in the context of their job. In addition, research is needed to explore how the use of relaxation skills, such as mindfulness, may facilitate a nurse's ability to cope with the stress that is inevitable in NICU environment. Future research is also needed to evaluate the effectiveness of evidence-based interventions that promote resilience, professional and patient engagement, and the use of ethics committees or debriefing sessions on reducing symptoms of burnout specifically in NICU nurses. Longitudinal studies are needed to examine the effects of proactive coping and social support on NICU nurse emotional functioning over time to better understand the timing of symptoms of traumatic stress, depression, and burnout and the possible protective effects of coping strategies. Finally, research that is more inclusive of all nurses working in the NICU is needed to better understand the strengths and needs of nurses from various backgrounds and with varied symptomatology.
Neonatal intensive care unit nurses play a critical role in caring for vulnerable newborns, making their mental functioning essential to the developmental success of these infants. Continued research examining traumatic stress, depression, and burnout symptoms as well as coping in NICU nurses is vital to foster a healthy work environment and promote the mental health of all NICU nurses so that they can provide the best possible intervention to vulnerable infants.
